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K 147} NFPA 101 LIFE SAFETY COOE STANDARD ar K147 Fl47 :
§5=C The facility will ensure eleetrical wiring and

Electrical wiring and equipment is in accordance
with NFPA 70, National Elactrical Code. 9,1.2

This STANDARD is not met as evidenced by:
Based on cbservations it was determined the
facility failed to maintain the electrical system as

required.
The findings include:

1. On 9/2/10, at 1:15 p.m. observation within the
200 hall ceiling area ahove reom 201 entry door
revealed an opened junction box without a cover.
Naticnal Fire Protection Association (NFPA) 70,
410-56(d)

2. On 92110 at 1:30 p.m. observation within the
300 hall ceiling area above the linen raom entry
door revealed a partially opened junctlon box.
NFPA 70, 410-56(d)

These findings were acknowledged by the
Administrator and verified by the Maintenance
Supervisor during the exit interview on 9/2/10. '
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National Electric Code, 9.1.2

taken:

September 3" 2010,

on September 10 2010,

junction boxes had covers,

include;

equipment is in accordance with the NFPA 70,

The following corrective actions have hean

The Maintenance Supervisor properly installed a
cover on lhe junction box within the 200 hall
cciling are above room 201 entry door on

Simplex~ Grinpelt correctly wired the junction
box on 300 hall ceiling arca above the linen room

Residents with the potential ta be affected by
the alleged deficient practice will be identified:!
Other urcas of the facility were checked to ensure .

Other areas of the lacility were checked to ensure
wiring was correct in all junction boxes.

Messures put in place to ensure that the
alleged deficient practices does not recur

The Maintenance Supervisor will conduct
randor inspection to ensure compliance,

RATORY DIRECTOR'S

UFPLIER REPRESENTATIVE'S SIGNATUR A TITLE
. VLV'MV

Any deficlancy statemant anding with an asterisk ()} denotes a defigiency which e institutlon may be excusad from comacting providing itis datermined that
other safeguards provide sufficient protection to the paliants. (Sea instructions.} Excepl for nursing homes, the findings stated above are disclosable 90 days

{X6) DATE

Q)20

following the date of survey whather or nat a plan of coraction is provided For nursing homes, the above findings and plana of correction are disclosabls 14
days following the date these documenis are made availabla to the facillly. If daficiancies are cited, an approved plan of correction is requisite to continued

program panticipation.
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K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147} The Corrective action will be monitored to j
85=C . o ensure the alleged deficient practice will not
Efectrical wiring and equipment is in accardance recur:

with NFPA 70, National Electrical Code. 9.1.2
The data collected from the audits wil be given

to the Administrator for tracking and trending to
be presented at the Quality Assurance Committee
meeting, Compliance of this system will be

This STANDARD is not met as avidenced by: X
; . \ reviewed monthly by the Quality Assy
Based on observations it was determined the commites consioiny o r:r&i Mﬁica?sD;:l:;E r
facifity failed to maintain the electrical system as Administrator, Director of Nursing, St
required. Development Coordinator, Medicat Records,

Dietary Manager, Rehab Manager, Resident Care
Mapagcmcnt Direetor, Pharmacist Consultant,
Mainicnance Supervisar, Social Service Director,

1. On 9/2/10, at 1:15 p.m. observation within the Act ivies Director, and Housckeeping Supervisor,
Subsequent plans of correction wiil be developed

200 hali ceiling area above raom 201 entry door ;
revealed an opened junction box without a cover, and implanted 25 needed,
National Fire Protection Association (NFPA}) 70,

410-56(d} Completion Date; 09/10/20190,

The findings include:

2. On 9/2/10 at 1:30 p,m. absarvation within the

300 hall ceiling area above tha linen room entry !
door revealed a partially opened junction box,
NFPA 70, 410-56(d)
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These findings were acknowledged by the J
Administrator and verified by the Maintenance §
Supervisor during the exit interview on 9/2/10, | ’
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